In the 1990s the primary focus of medicine was shifted to disease prevention. Accordingly, it became the responsibility of primary-care physicians to educate and counsel the general population not only on disease prevention specifically but health promotion generally as well. Moreover, it was, and is still today, considered important that physicians provide positive examples of health-promotion behaviors to patients. The purpose of this study was to investigate physicians' health-promotion behaviors and to identify the factors that influence them.
INTRODUCTION
Beginning in 1990s, the main focus of medicine was shifted from diagnosis and treatment of disease to disease prevention and health promotion. Health promotion implies activities METHODS
Research Subjects
The 371 members of the Physician Association of Cheonan City were posted or e-mailed a questionnaire between May 16th and June 25th. We also directly called physicians in an attempt to encourage or confirm their participation. A total of 138 physicians, or just over 37%, replied to the questionnaire or survey. We excluded one questionnaire completed by a physician who did not practice the required specialty, along with another 10 questionnaires that were only partially completed. Thus, we analyzed 127 questionnaires.
For the purposes of our study, periodic health examination was defined as a periodic screening test for disease prevention.
Included under this rubric were National Health Insurance Service examinations as well as examinations taken in private hospitals and clinics. The items on the periodic health examination check lists were based on National Health Insurance Ser vice screening tests for the five major cancers (i.e., gastric cancer, colon cancer, breast cancer, hepatocellular cancer, cervical cancer) 12) along with total cholesterol, fasting blood glucose, liver function, and urinalysis tests. The screening tests for the five major cancers are esophagoduodenoscopy, colonoscopy, mammography, abdominal ultrasonography, and Papanicolaou smear, respectively. hours. There were no differences in exercise habits or sleep hours according to specialty (Table 2 ). Values are presented as number (%).
Screening-Test Practices
*It included family medicines, internal medicine, pediatrics, psychiatry, neurology, dermatology, rehabilitation medicine, radiology, and so on. Values are presented as number (%). promotion behaviors and also are counselors and teachers of their patients in health-related matters. 5) If physicians themselves do not set those good examples, their relationships with patients will suffer, and the interests of community-wide health promotion will fail to be served.
In the present survey results, the smoking rate among the 127 subject physicians was 26%, which is comparable to the 27% reported for the general population by the Korean National
Health and Nutrition Examination Survey (KNHANES) of
2009.
14) The rate of alcohol consumption was 74.8%, higher than the 60.6% of the general population 19 or older as reported in KNHANES. However, a confounding factor was the predominance of males among the subject physicians; indeed, that rate was lower than the KNHANES-reported 88% rate of alcohol consumption among males 19 or older in the general population.
A total of 53.5% of the subject physicians engaged in regular exercise three times per week. They exercised aerobically, for example by walking, hiking, or jogging (48.3%), or they played golf (27.2%). The mean BMI of the subject physicians was 24.38 kg/m 2 . The prevalence of obesity, defined as a BMI higher than 25 kg/m 2 , was 37% (47 physicians) which was higher than the 34.2% rate reported for those 30 years or older by KNHANES.
Among the subject physicians, five (3.9%) had a BMI higher than 30 kg/m 2 , which is the American obesity criterion. 15) Among the subject physicians, the prevalence of hypertension, diabetes mellitus and dyslipidemia was 17.3%, 3.1%, and 3.9%, respectively, which were markedly lower rates than the corresponding KNHANES numbers for those 30 years or older:
28.5%, 9.8%, and 13.8%, respectively. The discrepancy here was considered to be due to the mean-age difference between the two groups.
The proportion of subject physicians regularly taking the five major cancer screening tests was 44.1%, which was very similar to the 44.3% of those 19 years or older reported by KNHANES.
The proportion taking regular adult disease screening tests meanwhile was 72.4%, which was considerably higher than the KNHANES-reported 51.8% of the general population aged 19 years or older.
In the report by Park et al., 10) there was little difference in smoking rates between physicians in practice (26%) and resident physicians (21.7%). The rate of alcohol consumption among physicians in practice (74.8%), however, was higher than that It was found that most physicians in practice (96.9%) were aware that periodic health examination is necessary; even so, the rate of regularly taking the five major cancer screening tests was only 44.9%, and the rate of regularly taking adult disease screening tests was 72.4%. We analyzed the differences in the rates of taking regular health examination according to the survey participants' socio-demographic characteristics (diseases, specialty, and number of patients seen per day) and health-promotion behaviors (smoking, alcohol consumption, exercise, and sleep hours) considered to be dispositive. However, we found that almost none of the factors (except 'exercising more than one time per week' significantly affected the rate of taking regular periodic health examinations.
Kim et al. 16) reported that the factors affecting the general population's cancer-screening motivations were gender, monthly income, previous cancer diagnosis, interest in health, smoking status, exercise, and regular diet. In our results though, these factors did not significantly affect physicians' periodic health examinations. 16) The reasons for the physicians' low rate of regular screening, despite their awareness of the importance of such examinations, were considered to be lack of knowledge, job stress, difficulty in finding reliable examination centers or physicians, and overconfidence in self-health. It is expected that a systemic investigation of these issues will be needed in the future. [17] [18] [19] With regard to the limitations of this study, first, the primarycare physician subjects were a small population who all belonged to a local association of physicians. The results of this study, then, cannot be generalized to a general population of physicians. In the future, a national survey of a larger physician population, including systematic sampling in a variety of different areas, will be needed. As for the second limitation of this study, although the screening test periods should differ by disease, the questionnaire did not differentiate them. Nonetheless, our survey results reflect the current Korean health screening system, which is based on annual or biennial periodic examination irrespective of age, sex, and individual health-risk factors. Third, 63% of physicians who were mailed a questionnaire did not reply, and we did not compare the sociodemographic characteristics of the nonrespondents with those of the respondents.
